Ocular bee stings are commonly associated with toxic reaction to the injected venom and result in manifestations such as corneal epithelial breakdown, corneal infiltrates, anterior chamber (AC) exudates, secondary glaucoma, and cataract. [1, 2] We report a case of Aspergillus fumigatus fungal endophthalmitis and scleritis following ocular bee sting, which was successfully managed with pars plana vitrectomy (PPV) along with topical and systemic antifungals.
Case Report
A 25-year-old man presented with complaints of decrease in vision, pain, redness, and watering from his right eye (RE) 3 days after sting injury by a honey bee. He claimed to have removed the bee on his own. On presentation, his best-corrected visual acuity (BCVA) in the RE was hand motions close to face. His RE had circumcorneal congestion and showed a patch of necrotizing scleritis extending from 1 o'clock to 3 o'clock at the limbus. A brownish microperforation plugged with iris tissue was noted within the scleritis lesion. Cornea showed full-thickness infiltrates with surrounding edema. AC was regular in depth and contained a convex hypopyon. His pupil was up drawn toward the area of scleral perforation [ Fig. 1 ]. Crystalline lens and posterior segment were not visible. Examination of the left eye was unremarkable.
Working diagnosis of bee sting-induced toxic keratosclerouveitis was made, and the patient was started on oral prednisolone 60 mg OD, topical fortified antibiotics (cefazolin 5%, six times/day and tobramycin 1.4%, six times/ day), and atropine (1%) eye drops. AC inflammation decreased considerably by the next day when an ultrasonography was done. It revealed multiple point-like moderate intensity echoes suggestive of exudates in the vitreous cavity [ Fig. 2 ]. Diagnosis was revised to bee sting-induced exogenous endophthalmitis with necrotizing scleritis, and the patient was subjected to vitreous tap and intravitreal injection of antibiotics (vancomycin 1 mg/0.1 ml + ceftazidime 2.25 mg/0.1 ml). Intravenous levofloxacin was added. Vitreous aspirate was sent for Gram stain, potassium hydroxide (KOH) mount, and bacterial and fungal cultures. While the corneal infiltrates and AC inflammation resolved, there was no improvement of scleritis and vitreous exudates. Hence, the patient underwent PPV with intravitreal vancomycin (1 mg/0.1 ml) and ceftazidime (2.25 mg/0.1 ml). Vitreous tap and scrapings from the scleritis area were sent for Gram-stain, KOH mount, and bacterial and fungal cultures. KOH mount of scleral scraping and vitreous aspirate revealed the presence of branching hyphae with multiple conidia, suggestive of mycelial fungus [ Fig. 3 ]. Fungus was identified as A. fumigatus on culture. The patient was started on oral itraconazole (200 mg BD); topical amphotericin B (15 µg/0.1 ml) and intravitreal amphotericin B (5 µg/0.1 ml) + dexamethasone (400 µg/0.1 ml) were injected. Five days after PPV, ultrasound revealed total retinal detachment with few vitreous exudates. Pars plana lensectomy along with revised vitrectomy with silicone oil tamponade was done. Three months following repeat vitrectomy, the eye was quiescent and the oral and topical antifungals were stopped. At 4-month follow-up, the patient had a BCVA of finger counting at 1 m. The scleritis had healed and the retina was attached under silicone oil [ Fig. 4 ].
Discussion
A number of ocular complications have been reported following ocular stings from bees or wasps. [1, 2] Corneal complications are the most frequent following bee sting injury. [2] Bee venom is a complex toxin which causes activation of the complement cascade, leading to the production of chemotactic factors and anaphylatoxins which result in cell death and ocular inflammation. [3] Cite this article as: Dogra M, Narang S, Sood S, Gupta P. Successful management of bee sting induced Aspergillus fumigatus endophthalmitis and scleritis. Indian J Ophthalmol 2018;66:461-3.
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Ocular infections with Aspergillus species are usually associated with keratitis and sporadically with endophthalmitis. [4] In addition, Aspergillus is an uncommon cause of infectious scleritis. [5] Rychener first described three principal causes of exogenous fungal endophthalmitis in 1933: contiguous spread from an external ocular infection, penetrating trauma, and intraocular surgery. [6] Trauma with vegetative matter is the usual cause for mycotic scleritis and endophthalmitis. [7] In case of severe anterior segment inflammation, differentiation between sterile and infectious endophthalmitis becomes difficult. Vitreous samples should be sent for microbiological evaluation to rule out any infectious pathology. Fungal infections of eye usually have a delayed onset of inflammation after injury, but our patient presented within 3 days. A high index of suspicion for fungal infection must be kept in patients of ocular bee stings, irrespective of the duration of symptoms.
To the best of our knowledge, bee sting-induced fungal endophthalmitis with scleritis has not been reported. There is a recent case report of wasp sting-induced panuveitis which improved after vitrectomy. [8] 
Conclusion
Bee sting ocular injuries can cause severe ocular inflammation and infectious complications. Hence, aggressive and timely management is needed for these cases. 
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To laser or not?

Vishal Govindhari, Jay Chhablani
A 64-year-old male patient presented to the clinic with diminished vision in his right eye for the past 2 years. Examination revealed a best-corrected visual acuity (BCVA) of counting fingers at 1 m with a scarred choroidal neovascular membrane (CNVM) in the right eye while the left eye had a BCVA of 20/20 with a small peripapillary subretinal hemorrhage along with angioid streaks in both eyes. Multimodal imaging revealed the presence of a CNVM in the left eye which was treated with focal thermal laser. Regression was noted on optical coherence tomography angiography at 1 month postlaser, but at 3-month follow-up, exacerbation of the CNVM was observed. Subsequently, four intravitreal ziv-aflibercept injections were given, and scarring of CNVM was noted on OCT. Thermal laser in the background of angioid streaks has worsened the breaks in the Bruch's membrane leading to worsening of the CNVM.
Key words: Angioid streaks, choroidal neovascular membrane, focal laser, optical coherence tomography angiography, ziv-aflibercept Angioid streaks represent a very subtle clinical entity with a potential of causing significant vision loss. Choroidal neovascular membrane (CNVM) involving the macula followed by streaks extending subfoveally have been described as the most common causes of vision loss. [1] Anti-vascular endothelial growth factor (VEGF) injections are currently the treatment of choice for angioid streak CNVM. [2] Thermal laser has been described as an effective treatment modality for the treatment of extrafoveal CNVM of varied etiologies including angioid streaks. [3] We herein describe a case of angioid streak-associated extrafoveal CNVM treated with focal laser, which demonstrated exacerbation of the CNVM post-laser, using optical coherence tomography angiography (OCTA).
Case Report
A 64-year-old male patient presented with gradual painless diminution of vision in his right eye for the past 2 years. He was previously diagnosed as right eye wet age-related macular degeneration and was treated with four intravitreal anti-VEGF injections 2 years back. Left eye was asymptomatic and had undergone a cataract surgery 1 year back. He was a known hypertensive under oral medications for the past 10 years.
Best-corrected visual acuity (BCVA) in his right eye was counting fingers at 1 m while left eye had a BCVA of 20/20. Fundus examination revealed a scarred CNVM in his right eye and a small peripapillary subretinal hemorrhage with a dry macula in his left eye [ Fig. 1a ] along with angioid streaks in both eyes. Fundus fluorescein angiography (FFA) and indocyanine green angiography (ICG) were suggestive of the presence of CNVM in the left eye [ Fig. 1b and c]. OCTA revealed a very subtle complex in the deep retinal segmentation corresponding to the leakage on FA in the left eye [ Fig. 1d ] without any subretinal fluid under the fovea on cross-sectional scan [ Fig. 1e ]. Considering the extrafoveal location of the
